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letters were analysed in terms of presentation, information provided and the need for priority.
Comparison was made between the information presented by GP and 00 where appropriate. No comparisonwas made between the suggested diagnosis of the referring doctor or optician, and the final diagnosis ofthe ophthalmologist. The ophthalmologist scrutinizing the referrals does not have this luxury and must base his decisions on the information provided by the referring source. Form GOB 18 refers a patient from 00 to GP. The form contains a section for completion by the GP if referral to an ophthalmologist is considered necessary. The provision of further relevant information by the GP in this circumstance, was analysed.
Summary
To assess general practitioner (GP) referrals to an eye hospital, 500 consecutive referral letters were analysed for content, diagnosis, ocular examination, and medical and drug history. Inadequate information was provided. Visual acuity was measured by general practitioners in only 3.7% of referrals. The standard of ocular examination compared unfavourably with that of ophthalmic opticians. A standard ophthalmic referral form is proposed, and referral protocols are desirable. Undergraduate education in ophthalmology is inadequate and requires more curricular time.
Method. Five hundred consecutive patient referrals made by post to the Manchester Royal Eye Hospital were analysed. Patients referred urgently with letters by hand to the Accident & Emergency Department were excluded, as were internal referrals from other hospital doctors.
Referrals to the hospital were initiated either by the GP or by an ophthalmic optician (00) via referral form GOS18. The content and quality of the referral Introduction The quality of communication between the hospital services and general practitioners has recently come under scrutinyl-lo. The discharge letter from a hospital unit to a general practitioner is an example of a method of communication often considered to be in need of tmprcvementsl''. Although the principles of referral from general practitioner (GP) to hospital specialist have been addressed 2 -1I , the quality of the referral letter itself is not so frequently considered", Ophthalmology is a busy outpatient specialty with, in some cases, long waiting times for a first hospital appointment. With increasing demand, and with a high prevalence of ocular disease in an ageing population!', such problems are unlikely to decrease. Appropriate, concise and informed referrals from GP to hospital will do much to smooth the consultation process.
At Manchester Royal Eye Hospital, incoming referral letters are received centrally in the medical records department and distributed to consultant firms. The letters are scrutinized by the consultant or senior registrar, and a decision on priority is made for the patient's rust appointment, based upon the clinical information contained in the letter. The quality of referral letters are extremely variable. This study quantifies this variability and comments on the effects upon patient triage. Protocols for referral information are suggested, and the introduction of a standard referral letter is proposed. for referrals initiated by GP and 00. For those patients with symptoms of visual deterioration, the suggested diagnoses are shown in Table 2 .
Where definite evidence was included in the referral letter of some form of ocular examination having taken place, this information was recorded. The examinations performed by GP and 00 are recorded in Table 3 . General practitioners measured the visual acuity in only 3.7% of referrals initiated by themselves, and for patients with visual loss, the proportion rose to 6.3%.
The presentation of referral from the GP varied. In 313 cases (62.6%) there was a typed letter. In 92 cases (18.4%) the referral was in the form of a legible handwritten letter. It was not possible to read the letter in 22 cases (4.4%) owing to illegibility or incomprehensibility.
In 305 referral letters (61.0%)the patient's symptoms were recorded or were implied by the diagnosis. Information on the duration of symptoms was provided by the GP in 54 cases (10.8%). A past ocular history was provided in 50 cases (10.0%) and information on topical treatment already prescribed in 30 (6.0%). Some information on general health was included in 112 referrals (22.4%) and this proportion rose to 27.5% for those 127 patients complaining of loss of vision. A note of currently prescribed drugs was included in 67 cases (13.4%).
For those 255 patients referred initially by the 00, an accompanying letter was sent by the GP in 74 (29.0%) cases in addition to the form GOS 18. In 132 referrals (51.8%) form GOS 18 alone was sent, with or without further information included. In 49 (19.2%) instances a letter was sent but form GOS 18 was not enclosed. For those patients referred initially by the 00, the following additional information was supplied by the GP: ocular history 24 (9.4%); present ocular medication 2 (0.8%); past medical history 62 (24.3%); drug history 36 (14.1 %). In 166 referrals (65.0%), no clinical patient information was supplied by the GP.
Discussion
The spectrum ofdiagnoses shown in Table 1 illustrates patients' perceptions of the roles ofGPs and opticians. It also reflects opticians' greater knowledge of ophthalmology and greater skill in ophthalmoscopy. Both professionals have an active part to play in the primary care of ocular problems. Ocular complaints account for 2.7% of all GP consultations", yet undergraduate medical education in ophthalmology does not adequately reflect this. There is much room for improvement.
Clearly, a referring doctor is selective about what is included in a referral letter. For this reason it should not be assumed that failure to include evidence of an ocular examination, indicates that no examination has taken place. However, for the ophthalmologist such information is important and the inclusion of normal findings is relevant. It is therefore disappointing that 43.7% of referrals from GPs contained no evidence of an ocular examination, and that only 6.1% of patients from this source had their optic discs or maculae examined. It is also of some concern that only 29% of patients referred by OOs included any comment on the posterior segment, despite the fact that examination of the optic discs is a statutory part of a refraction test.
The measurement of visual acuity is, for the ophthalmologist and optician, the first part of any ophthalmic examination. This need not be the case for the general practitioner, but should be mandatory if the patient complains of visual loss or other visual symptoms. The test is not time-consuming and every general practice should be able to provide a Snellen chart for this purpose. It is of concern that even for patients with visual loss, only 6.3% of patients had visual acuity measured by their GP. The figure of 71.7% for opticians was surprisingly low.
The importance of providing a medical background for a patient with visual loss was appreciated in only the minority ofreferrals (27.5%).In only 13.4% was any drug information provided. Information on currently prescribed drugs is of great importance in any referral, and no less so because the recipient is an ophthalmologist. Many ophthalmological patients are elderly, and it is in this age group where much inaccuracy in drug reporting is found". Some drugs can cause ocular disease (eg prednisolone, chloroquine). Others can interact with topical ophthalmological drugs (eg Verapamil with is-blockers) whereas some can potentiate drugs used in ophthalmological practice (eg potassium-losing diuretics and acetazolamide). Some have important implications for surgery, and this includes minor eyelid surgery (eg warfarin). Drug information includes topical treatment, and in only 6% of this study was such information included. We are aware that by no means all patients will have used topical treatment, but it is common for such information to be absent when treatment has been given. The information is important especially where an antibiotic has already For those patients initially referred by their optician, 65% had no further information supplied before the referral was forwarded to the ophthalmologist. It was also disappointing that in 19.2%, form GOS 18 was not sent on by the GP. With this referral route, both optician and GP have important information to divulge. Form GOS 18 contains a refraction and details of an ophthalmic examination which will be comprehensible to an ophthalmologist but often not to a GP. This form should always be included. Similarly, many patients with ocular complaints will have underlying medical problems unknown to their optician, which can be placed into perspective by their general practitioner. This opportunity should not be missed. Suggestions that opticians refer directly to ophthalmologists should be resisted for this reason, except in the occasional purely ophthalmic emergency such as acute glaucoma.
The question of screening for ocular diseases, especially glaucoma, has been raised in the past and the suggestion has been made that general practitioners have a role to pl ay13. Opticians are however better placed to do this. They are better trained in ophthalmology (though this is a condemnation of undergraduate medical training), are more likely to be accurate in their diagnosis6.14.15 and have access to tonometry and visual field testing, which is necessary to make a better assessment of the patient than is possible by mere examination of the optic discs". That opticians are already more active in this field is supported by this study, in which GPs referred two glaucoma suspects, and opticians 47.
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Your. Figure 1 . Proposed format for a standard referral letter summary, a standard format has been suggested". The concept can equally be applied to a referral letter, and an example is given in Figure 1 . The letter contains practice and patient details, and is followed by a concise list of information which would enable rapid and accurate assessment of the patient's needs by the ophthalmologist. These details include some statement on symptoms and their duration, the essentials of ocular examination, and supporting information on past medical history and prescribed drugs. The widespread usage of such forms, together with the mutual development of referral protocols as suggested by Marinker et ai. 3 can only improve the standard of referral and therefore the service provided to patients. The provision of a similar section along these lines would also enhance the GOS 18 referral form.
